Objective: To identify interventions for the health promotion of frail elderly individuals and those at risk of frailty. Method: Integrative review of the literature performed in the following databases: LILACS, CINAHL, MEDLINE, Web of Science, COCHRANE and Scopus, using the Descriptors: "frail elderly", "aging", "health services for the aged" and "health promotion" combined with Boolean operators "AND" and "OR". Results: Randomized controlled clinical trials (RCTs) classified as level of evidence II represented 82.6% of studies. Interventions were analyzed according to the following categories: Interventions for the elderly at risk of frailty and Interventions for the frail elderly. Conclusion: The following interventions were identified: educational multiprofessional group meetings, physical training, home visit/home care program, nutrition assessment and supplementation, health maintenance programs and cognitive training; models/ programs of management and monitoring, use of assistive technology devices and hospitalization program for geriatric rehabilitation.
INTRODUCTION
Population aging is a phenomenon of great magnitude nationally and internationally. According to estimates, from 2017 to 2050, the number of older people should double in developing countries and will determine specific demands on social and health care services (1) . In Brazil, this increase will maximize the number of people in frail situations. The association of this factor with weak social policies of access to health, safety, housing and social security can generate relevant problems (2) .
In this perspective, identifying the risk of frailty in the elderly is key, because of the impending functional decline delimiting the transition between active aging and disability. As an emerging physiological syndrome in public health, frailty is a predictive factor of negative health outcomes, such as increased risk of mortality, a decrease in daily life activities (ADL), higher hospitalization, physical limitations, falls and fractures, social withdrawal and delusions (3) (4) .
Among various terminologies, indicators and models of health assessment, frailty was initially defined by Fried (2001) as a biological syndrome characterized by increased vulnerability caused by the decline in physiological reserve and reduced capacity to respond to endogenous and exogenous stressors (5) (6) . As this is a clinical state defined by multiple signs and symptoms, in the literature, it is operationally characterized by the clinical phenotype of negative energy balance, sarcopenia, decreased strength and effort tolerance. Frailty is defined by the presence of three out of the five phenotypic criteria, namely: low grip strength, low energy, slow waking speed, low physical activity and/or unintentional weight loss, which must be sustained and self-perpetuated throughout progressive natural events of aging (6) (7) .
In relation to the prevalence of frailty in community elderly, in a meta-analysis performed with international studies according to the phenotypic criteria, 10.7% of the elderly were frail, varying from 4.0% to 59.1% (8) . In Brazil, the prevalence of multidimensional frailty was 47.2%, and it was associated with the following variables: extreme old age people who live without a partner, have a caregiver, have depressive symptoms, osteoarticular disease, and a history of hospitalization and falls in the 12 previous months (3) . Frailty is an avoidable condition with potential reversibility when appropriate interventions are adopted to restore the physical, cognitive and nutritional abilities of the elderly person (9) . Some studies present interventions for identifying frailty and strategies for prevention, reduction and delay of adverse health consequences for the elderly and their caregivers (10, 11, 12, 13) . However, there are few productions that recognize the role of nurses in identifying and stratifying the risk of frailty of the elderly, as well as their responsibility for adopting evidence-based therapeutic interventions (14) .
By understanding the need to address strategies to promote lifestyle changes and analyze evidence to empower the workforce, this study emerges as part of the Nursing thesis titled: "Educational program with telephone follow-up for the elderly at risk of frailty: randomized controlled clinical trial". The thesis was developed by the Study Group on the Multidimensionality of Aging, Health and Nursing (Portuguese acronym: GEMESE), of the Postgraduate Nursing Program at the Universidade Federal do Piauí.
OBJECTIVE
To identify interventions for the health promotion of frail elderly individuals and those at risk of frailty.
METHOD
Integrative review of the literature operationalized by the following steps: selection of the study question, establishment of criteria for sample selection and search in the literature, definition of information extracted from selected studies, evaluation of studies included in the review, interpretation of results and presentation of the review (15) .
The study question was: Which interventions are used for the health promotion of frail elderly? The PICO strategy was used to design the question by considering that P (population): frail elderly, I (phenomena of interest): frailty, C (comparison): -, O (outcome): health promotion.
The search of studies was performed in January 2018 in the following databases: Latin American and Caribbean Literature in Health Sciences (LILACS), consulted by the Virtual Health Library (VHL); Cumulative Index to Nursing and Allied Health Literature (CINAHL); Medical Literature Analysis and Retrieval System Online (MEDLINE), via PubMed; Web of Science, via Main Collection (Thomson Reuters Scientific), COCHRANE and Scopus, accessed through the CAPES Portal using the descriptors: "frail elderly", "aging", "health services for the aged" and "health promotion", identified in the Medical Subject Headings (MeSH), Title CINAHL and Descriptors in Health Sciences (DeCS), combined by Boolean operators "AND" and "OR". Uncontrolled descriptors were also used, namely: "frailty", "frailty syndrome", "health vulnerability" and "comprehensive health care".
Legend: Ude-Uncontrolled descriptor The search strategy used was developed in MEDLINE via PubMed ( Figure 1 ) and adapted to all other databases. In order to include the publications in the review, the following criteria were defined: full articles made available as original articles, methodological designs of clinical trials, including uncontrolled, controlled, randomized and controlled, and almost experimental studies; in English, Spanish and Portuguese with people aged 60 years and over of both sexes, and addressing educational interventions for the health promotion of frail elderly community residents.
We excluded studies in which participants were formal and informal caregivers of the elderly, those with interventions aimed at the elderly in the trans and post-hospital periods, and living in long-term institutions, besides studies with multiprofessional teams without the presence of nurses in the team.
For the collection of information, were followed the recommendations of the checklist Preferred Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA). In the initial search, 957 studies were obtained. Of these, 74 studies were selected for full reading and to evaluate if the interventions met the pre-defined inclusion and exclusion criteria, followed by the selection of the final sample of the review (Figure 2 ). included to clear the doubts. There were six disagreements (20%) among reviewers in the final sample selection, which referred to the designs and objectives of studies. After reevaluation, these articles were excluded because they only presented analysis of secondary and evaluative data of health interventions.
For extraction of data from the selected articles, was used an instrument addressing the following items: study design, location, population, description of the intervention and the team involved in its performance, follow-up time, follow-up losses, dependent variable, outcome measures and observed effects.
Then, data were interpreted in an organized way and synthesized by means of a synoptic table with the description of the main aspects. For the interpretation of results and presentation of the review, interventions were discussed based on the functional clinical classification of the elderly, which is subdivided into three groups: robust, at risk of frailty and frail (16) .
In addition, in the research were considered the ethical aspects by respecting the authorship of ideas, concepts and definitions present in the articles included in the review.
RESULTS
The 23 articles selected in this review were developed and published in the following countries: Sweden (21.7%), USA (17.4%), Netherlands (13%) and Canada (13%); in addition to Japan, Argentina, Singapore, Taiwan, Finland, Spain, New Zealand and Germany with 4.3% each. According to the year of publication, the distribution was: 1992 (4.3%), 1996 (4.3%), 1998 (4.3%), 1999 (4.3%), 2000 Regarding the design and level of evidence, 82.6% of studies were randomized controlled clinical trials (RCTs) classified as level of evidence II, and 17.4% were quasi-experimental studies classified as level of evidence III.
Chart 1 presents the interventions for health promotion of frail elderly individuals and those at risk of frailty. Clinical improvement in all measurements with emphasis on systolic blood pressure and range of motion in the right ankle, and better indices of selfesteem and life satisfaction. A2 (18) RCT Netherlands/330 elderly people with health problems.
Home visits and multidimensional geriatric evaluation/18 months.
No effect on the use of health services by the elderly, and low chance of being cost-effective.
A3 (19) Quasiexperimental Argentina/110 frail elderly.
Home visit/-
Higher level of knowledge on adequate nutrition, benefits of physical exercise and preventive measures for falls.
A4 (20) Quasiexperimental Canada/1,501 elderly individuals at risk of functional decline.
Program for maintenance of autonomy (PRISMA)/four years Fewer cases of functional decline and prevalence of unmet needs, higher satisfaction and empowerment. Lower number of visits to emergency rooms and hospitalizations than expected in the experimental cohort. 
N DESIGN LOCATION/ POPULATION INTERVENTION/ FOLLOW-UP TIME OUTCOME
A5 (21) RCT Sweden/459 independent elderly people in ADL.
Preventive home visits and weekly multiprofessional group meetings with one follow-up home visit/three-months.
Delay of deterioration of ADLs compared to a single preventive home visit.
A6 (22) RCT Sweden/459 independent elderly people.
Preventive home visit and weekly multiprofessional group meetings with one follow-up home visit/one and two years.
Reduction of dependency in ADL after one year. High-level meetings were superior to a preventive home visit. Significant additional effects were observed after two years.
A7 (23) RCT Sweden/459 independent elderly people in ADL Preventive home visit and weekly multiprofessional group meetings with one follow-up home visit/one and two years.
Effective in delaying the deterioration of mobility and maintaining health satisfaction for up to two years. High-level meetings appear to have a greater effect than preventive home visits with regard to delaying the deterioration of self-rated health care with sustained effect after one year.
A8 (24) Clinical trial with parallel groups Japan/58 elderly (healthy and pre-frail women)
Individual physical exercise program/ one year.
Improvements in advancement and retreat time, and five-meter walking time tests in the pre-frail elderly group after the exercise program.
A9 (25) RCT Sweden/459 independent elderly people in ADL.
Preventive home visit and weekly multiprofessional group meetings with one follow-up home visit/three months, one and two years.
Favorable effects in delaying the progression of subjective frailty (experience/feeling of being frail) measured by fatigue in daily activities for up to one year.
A10 (26) RCT Canada/236 independent elderly subjects.
Nurse-based program of home care/ one year No impact on the outcomes measured.
A11 (27) RCT Spain/pre-frail elderly.
Nutritional assessment and physical activity program (aerobic exercises and combined strengthening, balance and coordination exercises)/one year.
Effective in preventing frailty in community prefrail elderly subjects.
Intervention aimed at the frail elderly A12 (28) RCT USA/167 elderly newly admitted to the "personal care at home" by the Long Term Care (LTC) program of the B.C. Ministry of Health.
Program of home care and home visits to devise individualized plans/three years.
Statistically significant differences were found at 24 and 36 months when analyzing participants' survival curves.
A13 (29) RCT USA/201 elderly people with chronic diseases.
Multicomponent disability prevention and disease self-management program/ one year.
Significantly higher levels of physical activity and participation of the elderly center, and significant reductions in the use of psychoactive drugs.
A14 (30) RCT USA/104 frail elderly. Comprehensive functional assessment and evaluation of the home environment with home environmental interventions (EIs) and assistive technology (AT) devices/18 months.
Frail elderly subjects have experienced functional decline over time. The results indicated a reduction of the functional decline rate, and reduction of internal and institutional staff costs through a systematic approach to provide EI and AT.
A15 (31) RCT Canada/142 frail elderly.
Home nursing visits/14 months.
There was no effect on frailty, only vaccination coverage was greatly improved.
A16 (32) RCT Finland/741 frail elderly.
Rehabilitation in rehabilitation centers and home visits/ three seven-day hospitalization periods (totaling 21 days) with assessment at one year.
Viable for use with frail elderly and with improvement of subjective health.
A17 (33) RCT Netherlands/151 elderly people with cognitive limitations in performing activities of daily living and/or mental wellbeing.
Home visit with multiprofessional geriatric assessment and management (drug adjustment, referrals to specialized services)/six months. Improvement of functional skills and mental wellbeing of vulnerable elderly. Higher effectiveness of primary care for this population.
A18 (34) RCT Germany/651 frail elderly people Home visits with assessment and individualized nursing interventions and telephone monitoring/18 months.
No beneficial effects in vulnerable and frail elderly in primary care.
Chart 1
To be continued 
DISCUSSION

Interventions for the elderly at risk of frailty
The interventions for elderly individuals at risk of frailty are strategies directed at independent people in all basic or instrumental activities of daily living (ADL), who have one or more predictive conditions of imminent functional decline and mortality, such as sarcopenia, mild cognitive impairment, multiple comorbidity defined by polypathy or polypharmacy or recent hospitalization (16) .
In this review, the interventions for elderly individuals at risk of frailty combined multiple proposals in an associated or isolated way, such as educational multiprofessional group meetings, physical training, home visits/home care programs, nutrition assessment and supplementation, health maintenance programs aimed at stimulating wellbeing and autonomy, and cognitive training.
Group educational activities with follow-up visits at home were effective interventions for the health promotion of elderly individuals at risk of frailty and had positive effects on self-evaluation of health (23) , delayed progression of subjective frailty measured by fatigue in daily activities (25) , and deterioration (21) and extent of ADL dependence after one year (22) .
The effectiveness of complex health promotion strategies in aging is associated with the discussion of multidimensional aging and the need for strategies for self-care and coping with difficulties. Strengthening the belief in self-efficacy among participants favors empowerment and self-esteem and directly stimulates decision-making and behavior change (21) (22) (23) 25) .
Thus, in addition to a problem-solving strategy, in group discussions with a multiprofessional approach, a wide range of information and knowledge can be addressed, and is favored the critical reflection with transformation of knowledge for problem solving from a new perspective. A positive view of aging is established, which fosters self-care, co-responsibility for the health of those involved and the encouragement of a healthy lifestyle. In addition to an educational reinforcement tool, discussions are effective strategies for the health promotion of lonely elderly people who need social support (40) .
Home visits and home care programs are the most historically used tools in the field of community health (41) , have positive results in restoring health and functional status, and minimize mortality rates and number of hospitalizations (42) .
Interventions of home visits for the health promotion of vulnerable elderly people favor the bonding, strengthen the information in health education (43) , and improve the level of knowledge about proper nutrition, the benefits of exercise and preventative measures for falls (19) . However, this intervention has controversial efficacy and ineffective results for non-frail elderly people with easy access to medical care, since by living independently in an environment of low programmatic vulnerability, they do not need intensive and proactive health interventions (18, 26) .
In addition to educational modalities, physical training and nutritional supplementation are effective interventions for improving aerobic capacity tests in pre-frail elderly (24) , for preventing frailty in the elderly (27) , and for reducing frailty scores with persistent effect in up to 12 months (39) .
N DESIGN LOCATION/ POPULATION INTERVENTION/ FOLLOW-UP TIME OUTCOME
A19 (35) RCT New Zealand/351 elderly individuals at risk of permanent residential care placement.
Three, six, 12, 18, and 24-month care management program.
Reduction of elderly subjects' risk of mortality and of permanent residential care placement. A20 (36) RCT Netherlands/346 frail elderly Home assessment and individualized interdisciplinary care with regular follow-ups/24 months.
No significant differences between groups regarding disability and health-related quality of life. The elderly in the intervention group used more primary care services, but there was no decline in long-term care.
A21 (37) RCT Sweden/153 frail elderly.
Home visits/three, six, nine and 12 months.
No differences between groups. However, the intervention group performed leisure activities and physical activities to a greater extent in the threemonth period.
Intervention aimed at the elderly at risk of frailty and frail A22 (38) RCT Taiwan/310 pre-frail and frail communitydwelling elderly.
Comprehensive geriatric assessment (CGA) followed by appropriate intervention by medication adjustment, exercise instruction, nutritional support, physical rehabilitation, social worker consultation and referral to specialists/six months.
Favorable outcome in frail and pre-frail elderly because of the frailty status. Patients' frailty status tended to improve at the six-month follow-up, although without statistical significance.
A23 (39) RCT Singapore/246 prefrail and frail elderly.
Nutritional supplementation, cognitive training, physical training, combination treatment and usual care control/zero months, three months, six months and 12 months.
The status and scores of frailty for 12 months were reduced in all groups, including the control, and were significantly higher in groups of nutritional intervention, cognitive intervention, physical intervention and combination treatment. The beneficial effects were observed at three months and six months, and persisted within 12 months of the measurement. Clinical strategies for improving and encouraging physical exercise practice are one of the main rehabilitation components of elderly individuals at risk of frailty (10, 44) because they act on sarcopenia. This is a key feature of frailty in the elderly and one of the main determinants of adverse health outcomes, that also results in loss of strength and muscle quality, and impairs balance, ability to move, and endurance (45) .
Resistance training and adequate intake of protein and energy favor the management of weight loss and resistance training, and delay the decline of muscle mass and strength. Physical activity programs are an easily accepted intervention by the elderly at social risk of depression, lonely or with established physical disability. These programs also have a physiological effect and collaborate with socialization (27) .
Cognitive training stands out as a non-pharmacological intervention modality for the elderly, acts on the plasticity of intellectual functioning and is a promising alternative to alleviate or delay the effects of aging (46) . Reestablishing the capacity of understanding and solving everyday problems and the cognitive training have an impact on memory, attention, reasoning and speed of processing, among other functions that favor the maintenance of autonomy along with humor/behavior, and directly affect the frailty (39) .
Finally, educational programs for maintaining physical and mental wellbeing that encourage regular exercise practice, participation in groups (17) and programs to strengthen the autonomy of the elderly at risk of frailty (20) with effective modalities for the clinical improvement and reduction of the number of cases of functional decline, favor the self-esteem and life satisfaction and attenuate the prevalence of unmet needs.
These evidences portray the international tendency to combine strategies for transmitting information with screening/ counseling actions, which reinforce the individuals' capacity of decision and command, increase satisfaction and empowerment, and favor the management, monitoring and control of the course of illness and behavioral changes for a sustained period of time (16, 47, 48) .
Interventions for the frail elderly
Interventions for frail elderly are measures for the elderly with functional dependence in ADL, and may or may not be associated with difficult-to-manage health conditions, hence suggest a high potential for functional gain or quality of life through specialized geriatric-gerontological follow-up (16) .
Interventions targeted to frail elderly subjects were: models/ programs of management and monitoring with evaluation visits and multiprofessional geriatric management (28, 31, (33) (34) (35) (36) 38) ; multicomponent program of disability prevention and disease self-management (29) ; comprehensive functional assessment and evaluation of their home environment with home environmental interventions (EIs) and Assistive Technology Devices (AT) (30) ; and hospitalization program for geriatric rehabilitation (32) .
From the establishment of functional decline, strategies for health promotion are directed to the home environment, which is a favorable space for humanized care and centralized in the potentialities and needs of the person served (49) .
Community care management strategies aligned with family medical care services can reduce the risk of mortality among the elderly and the length of stay in residential care (35) , improve the functional skills and mental wellbeing of vulnerable elderly (33) and consequently, improve their frailty status (38) and survival rates (28) .
The need for multiprofessional home care is noteworthy, since it favors the adjustment of medication, instruction of physical exercises, nutritional support, substance use, physical rehabilitation and referral to specific care sectors (38) . Developing an individualized health plan according to individuals' wishes and needs favors the establishment of goals, development of personal health skills and appropriate referral to adequate community services. It also provides essential stress control and emotional support for participation and social inclusion (28) .
Organized medical assistance with complementary communitybased interventions delimits the organization of new models of management and health care that provide clinical follow-up and rehabilitation, increased levels of physical activity, group participation, and a significant reduction in the use of psychoactive drugs, which represents a promising direction for research and practice (29) .
The use of products, methodologies and practices of assistive technology with frail elderly people facilitates the performance of daily activities and promotes functional independence (30) . Dealing with the multiple modifications inherent in aging enhances the teaching-learning process, and facilitates the knowledge exchange and improvement of skills (50) .
Regarding individual home-based intervention practices, the results of studies included in this review were not conclusive regarding the effectiveness of interdisciplinary home-based intervention with regular personal or telephone follow-up as a strategy for the care of frail elderly (31, 34, 36) .
Despite the greater use of primary care services and vaccination coverage among participants (31) , disability did not decline and health-related quality of life in long-term care did not increase (36) . These results demonstrate the need for greater integration with primary care practices in the management of complex health needs, such as the adequate selection of participants and sensitive measures for the assessment of specific health effects (34) .
There are also beneficial effects of hospitalization in rehabilitation centers with home monitoring that improve subjective health (32) , and home visits that act in the practice of social and leisure activities. These factors indicate an important gap in care to people with restricted functionality and social participation that can be solved with psychological and cultural actions, which reaffirms bonds and favorable therapeutic relationships (37) .
Limitations of the study
One of the limitations of this review was the inclusion of studies only with participation of nurses, which restricted the results to specific practices and models of this area of performance. There was also a gap in the production of interventions and complex technologies in Nursing, which can be explained by the timid participation of these professionals in the operationalization of technological resources in health for rehabilitation. 
Contributions to the area of nursing, health or public policy
The conditions of frailty and especially pre-frailty, should be the focus in the planning and operationalization of the elderly's health, since these are predictive conditions of incapacities and dysfunction. Health education actions aimed at elderly individuals at risk of frailty or with established functional decline must include the complexity of aging through assistive and particularized resources and technologies that value and recognize the necessary desires, values and beliefs to maintain self-care, self-esteem and self-efficacy.
CONCLUSION
Among the interventions for the health promotion of elderly individuals at risk of frailty or frail, the selected articles aimed at educational multiprofessional group meetings, physical training, home visits/home care programs, nutritional assessment and supplementation, programs for health maintenance and cognitive training; in addition to models/programs of management and monitoring, the use of assistive technology devices and hospitalization programs for geriatric rehabilitation.
In view of the above, frailty is a challenge for gerontological care teams. In the last two decades, complex interventions have been prioritized in the care of frail elderly or those at risk of frailty. In addition to targeting the implicit inequalities in aging, such interventions enable the empowerment and development of the necessary skills and attitudes for adapting to changes of aging.
As this is a multidimensional problem, multiple or combined interventions with the support of the community and primary care services are necessary for properly managing the changes associated with the decline of homeostatic reserves inherent to senescence and for guiding the rehabilitation of disabilities.
The development of studies aimed at creating and developing validated translational tools for the tracking, follow-up and monitoring of vulnerable individuals is recommended for strengthening health systems for comprehensive care for the elderly.
